During a routine audit it was noted that the surgical wards were consistently underperforming in their rate of medicines reconciliation in comparison to other specialities. The process of medication reconciliation is usually performed by junior doctors during the admission process and can be a complex task which is usually undertaken in the midst of several other jobs. The aim of this project was to review this process and identify methods of improving patient safety. This led to the design of a surgical admissions proforma which incorporated a 'medications on admission' section, to be used for reconciliation. Over a six month period from its introduction into a pilot ward it was noted to improve medication reconciliation from 60% to 85%. The benefits were discussed with members of the trust and a standardised version of the admissions proforma has since been rolled out to all hospitals within the trust.
Problem
An on-going audit on medication reconciliation, comparing the medical, surgical and trauma and orthopaedics wards in a district general hospital in Belfast, Northern Ireland, highlighted consistently lower medication reconciliation statistics in surgery compared with the rest of the hospital.
Although there were no reports of critical incidents occurring this could still have serious implications for patients, with an increased risk of preventable adverse drug events (pADE), for example, the accidental omission of a drug during the admission process, or failing to restart at discharge an essential drug which was temporarily stopped prior to surgery. The risk of this increases further with the high patient turnover in surgical wards and polypharmacy in elderly populations.
Background
Medication errors are the leading cause of injury to hospital patients, resulting in increased morbidity and mortality and prolongation of hospital stay. 
Post-Measurement
Results were gathered on a monthly basis, allowing the intervention and performance of further PDSA cycles as necessary to improve the chance of reaching the previously outlined objective. The main outcome measure was percentage patients with all medicines reconciled within 24 hours of admission. Further to this there were process measures that would help target any further interventions that might be needed. These included; who was the admitting clinician, was the MOA form filled in, was allergy status completed and was the source of medication history indicated?
Twenty charts were audited per month in the pilot ward, five per week, chosen at random. This was then compared with the rest of the surgical wards. In the first month after implementation of the proforma, medication reconciliation increased from 60% to 80%.
This trend continued, with the pilot ward consistently outperforming the rest of the surgical wards.
However, after the six months the pilot ward failed to meet the target of 95% medication reconciliation, instead achieving a maximum of 85%. A number of contributing factors led to this, including the fact that not all admissions on the pilot ward used the proforma, but were still included in data collection due to randomisation. When looking specifically at data for when the proforma was used it was noted to have 100% medication reconciliation over two consecutive months.
Lessons and Limitations

Having a multidisciplinary team involved in the project is key to
success. There are many barriers to overcome but involvement of the whole team can help to limit these, such as nursing staff on the wards to ensure proformas are available for use, doctors to gain permission for pilot from senior staff and to educate colleagues and pharmacy to help in the design and assessment of interventions.
2. Difficulties were noted around the time of changeover for junior doctors; a dip can be noticed in the statistics. This could have been overcome with a short induction session to educate the staff in the use and importance of the proforma.
Having varied admission practice over the numerous surgical
wards made it increasingly difficult to ensure proper completion of the admissions proforma on the pilot ward.
Conclusion
Medication reconciliation was noted to be considerably lower in surgery for over a year with little improvement of any interventions thus far, with a medication on admissions form that many did not understand and most did not use. This was putting many patients at risk of preventable adverse drug events.
What started off as an analysis into the cause of underperformance slowly became a myriad of solutions which were implemented over a number of months; the skill mix in the team allowed effective critique of what would and wouldn't work, and as mentioned in previous projects, the engagement of a senior management figure has provided a link to allow change to become implemented successfully.
The initial target of 95% medication reconciliation was not achieved in the assigned 6 month timeframe. Nevertheless, significant improvements could be noted with the introduction of the admissions proforma. Looking at the results, the rate of medicines reconciliation on the pilot ward was 100%, when the proforma was utilised, for two consecutive months. However, when including nonproforma admissions this rate fell to 85%. This was interpreted as a demonstration of the effectiveness of the documentation and further confirms the need for standardisation across all specialties to reduce prescribing errors. It also indicates the need for further encouragement to be given to admitting physicians to utilise the documentation.
Following this audit, the trust has implemented standardised admission documentation in all specialties throughout its hospitals.
Despite the success of the project, work must continue to educate medical staff, who rotate between all trusts throughout Northern Ireland on a regular basis, to ensure the continuity of high standards achieved thus far. One possible solution for this would be regional standardisation of admission documentation which can hopefully be achieved in the near future.
